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might learn from the pathologists, who with the encouragement of their royal college, have introduced quality control schemes and can offer confidential advice to individual users. What, then, are our duties towards insulin dependent diabetic patients in relation to home blood glucose monitoring ? Doctors' attitudes will vary, but all patients should be made aware of the technique and, if interested, be given or loaned equipment for a trial period. Those choosing to continue will need further guidance. The choice between a reflectance meter and strips suitable for direct visual reading is an individual one, but whichever method is used the patient's competence should be assessed. There are sources of potential error,21 and repeat checking of technique and accuracy is necessary. Patients will tire quickly of producing large numbers of results if they do not understand or are not told how to use them, so arrangements are needed for individual follow up by a physician. The results may point towards the need for radical changes in insulin treatment, and if these are not undertaken monitoring becomes no more than a record of poor control. All this means that if more patients are to use self monitoring effectively, demands on staff time will increase and efficient schemes will be needed for the education of patients. The emergence of the specialist nursing teacher is a step forward, but all those concerned with diabetic patient care, including family practitioners, can play a part by becoming familiar with self monitoring techniques.
What Compared with the two centuries since Heberden's elegantly clear description of cardiac pain, recognition of the oesophagus as the origin of recurrent chest pain is relatively recent. Walter Verdon's quaint monograph' of 1920 was, perhaps, the first milestone. Public consciousness of the fact that chest pain may be a harbinger of death tends to concentrate both lay and medical attention on the heart in any patient with discomfort in the chest, and the patient may have extensive cardiological investigations before alternative explanations are considered. This is understandable, for the clear identification of cardiac pain is not always easy, and no one wishes to pass off as trivial a complaint which may all too soon disclose its true origin to the coroner's pathologists and which might be treatable by drugs or coronary bypass surgery.
Yet hazards exist in an entirely cardiological approach to chest pain, for inevitably this suggests to the patient that he may harbour a mortal illness within his breast. If in fact he has a benign oesophageal condition this may amount to a cruel deception, with a potential for cardiac neurosis. A recent study in Cardiff2 showed that only two thirds of patients admitted to hospital because of anterior chest pain turned out to have ischaemic heart disease, similar to our figure in Worcester 17 years ago3 and that of William Evans4 in London before that. In as many as a fifth of patients the pain may have originated in the oesophagus.
The reason that so many patients with non-cardiac chest pain reach hospital with a diagnosis of heart disease is easy to understand. General practitioners and doctors in accident departments are likely to expect the hospital to resolve any doubts lest blame results. Such an attitude is reasonable provided that a firm diagnosis is quickly reached, for a patient may react adversely to medical doubt, and even a hint of a cardiac disability may have grave repercussions on his future health (mental and physical) and employment.
Many disorders may produce chest pain simulating that of coronary artery disease. These include spondylosis, root pains, chest wall pains, zoster, and hyperventilation, but some lesion of the oesophagus is the most common alternative. The most important step in differentiating cardiac from oesophageal pain is a careful history with an emphasis on discriminatory features. The Cardiff study2 showed that reliance on Heberden's5 original features of angina-retrosternal location, strangling quality, relation to exertion, and accompaniment
